In a survey on quality and safety practices, knowledge, and understanding, 80% and 84% of health care organization board members and CEOs, respectively, ranked patient safety and/or quality as their "number one" strategic priority. In contrast, a smaller percentage of each group reported that patient safety events or dashboard measures were discussed at all board meetings. Further research and consensus would be beneficial to identify best practices for board education and governance activities to drive quality and safety. Lean principles were used to rapidly and sustainably transform clinical operations in a freestanding behavioral health facility providing crisis services and emergency psychiatric care to adults and children. Organizational changes such as the development of shift leads and daily huddles were implemented to sustain change and create an environment supportive of future improvements. Interventions led to significant and sustained decreases in median door-to-door dwell time, security calls for behavioral emergencies, and staff injuries.
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In a survey on quality and safety practices, knowledge, and understanding, 80% and 84% of health care organization board members and CEOs, respectively, ranked patient safety and/or quality as their "number one" strategic priority. In contrast, a smaller percentage of each group reported that patient safety events or dashboard measures were discussed at all board meetings. Further research and consensus would be beneficial to identify best practices for board education and governance activities to drive quality and safety. To help determine how organizations monitor rapid response teams (RRTs), interviews were conducted with 27 nurse executives and key informants at 15 300-to-500-bed hospitals in the southcentral United States. All of the hospitals monitored patient outcomes in the context of the RRT, such as code and mortality rates or patient disposition. They also perceived positive influences of the RRT on the health care team, such as education, relationships, and promotion of a culture of safety, including providing consistency of care and evidencebased care. The Michigan Anticoagulation Quality Improvement Initiative (MAQI 2 ), a consortium of six anticoagulation management services, performs root cause analyses (RCAs) for patients with major bleeds or thromboembolic events. Most (55 [80%]) of the 69 RCA cases were due to patient-related issues, suggesting the need for more effective patient education. Many of the events analyzed in the RCA process led to significant changes in the delivery of care among the consortium members. 
